Introduction {#sec1}
============

Similar to type 2 diabetes mellitus (T2DM), non-alcoholic fatty liver disease (NAFLD) is becoming a worldwide epidemic and one of the most important global public health issues [@bib1], [@bib2]. It is a challenge for both eastern and western countries in the 21st century. NAFLD is a kind of metabolic hepatic injury that is closely related to insulin resistance (IR) and hereditary susceptibility. It had been recognized as both a liver manifestation and a major component of metabolic syndrome (MS); however, an increasing number of prospective studies indicate that NAFLD could be a predictor of T2DM, independent of obesity [@bib3]. It is also an independent predictor of cardiovascular diseases (CVD) [@bib4], [@bib5].

Although the exact pathogenesis of NAFLD and its causality with IR and MS have not been elucidated, it is indicated by both in vivo and in vitro studies that excess fat accumulation mainly in the form of triglyceride (TG) is the prerequisite for NAFLD, and could therefore be the root of MS. At present, the diagnosis of NAFLD is made by liver biopsy, known as "the golden standard," or by MRI/CT scan. These methods are either invasive or costly, and therefore are not suitable for routine clinical practice. Furthermore, most early-stage NAFLD patients are virtually asymptomatic. They are diagnosed during medical checkups or ultrasound and CT tests due to other reasons. Most of NAFLD subjects are often complicated with other metabolic disturbances, including dysglycemia at diagnosis. Therefore, if simple and convenient methods like anthropometric measures could be established, early stage NAFLD could be detected and treated effectively, which ultimately could prevent or delay the onset and development of T2DM.

Neck circumference (NC) is the girth of the neck measured at a point just below the laryngeal prominence. It is easy to measure with excellent repeatability and minimal variance. NC is an important index reflecting the deposition of subcutaneous fat in the neck or fat surrounding the respiratory tract, and can help determine the degree of obesity, particularly upper body adiposity [@bib6], [@bib7]. Recently, more and more studies indicate that NC is closely correlated with glucolipid dysregulation, hyperinsulinemia, homeostasis model assessment of insulin resistance (HOMA-IR) and other CVD risk factors [@bib8], [@bib9]. Stronger correlations of NC with such risk factors were found more among women than men [@bib9]. NC, visceral adipose tissue (VAT) and body mass index (BMI) are all independent risk factors for CVD [@bib10].

In recent years, various studies have suggested that NC could be used as a screening tool for overweight and obesity. However, at present, more attention has been given to the correlation of NC with obesity and MS, while the connection between NC and NAFLD has rarely been investigated. Hence, our study aimed to analyze the data from subjects who had medical checkups in the medical checkup center at the Changhai Hospital. The viability and value of NC, neck circumference-height ratio (NHtR) and neck circumference-weight ratio (NWtR) in predicting NAFLD were examined and discussed in this study in order to provide clinicians and community health care givers with a potential simple, effective and convenient index for monitoring and prediction NAFLD.

Materials and methods {#sec2}
=====================

Study population and basic information {#sec2.1}
--------------------------------------

This study involved a total of 2939 people who had a medical examination at the Changhai Hospital from the beginning of October 2012 to the end of November 2012. For all participants a detailed medical history was taken and a physical examination, including height, body weight, NC, waist circumference (WC) and hip circumference (HC), was performed. Fasting blood samples were collected and assayed for a series of metabolic parameters including hepatic and renal function, blood lipids, insulin, C-peptide, thyroid function, etc. Abdominal ultrasounds were also performed. 2761 subjects with complete medical data were recruited after excluding those who had excessive drinking problems, goiter, abnormal thyroid function, hepatic and renal insufficiency, or past history of stroke and/or heart conditions. There were 967 subjects with NAFLD (Group B, 694 men/273 women) and 1171 subjects with other metabolic disturbances (Group C, 703 males/468 females) including hypertension, diabetes or impaired glucose regulation, dyslipidemia, abdominal obesity, overweight and obesity, hyperuricemia (HUA) and gout. There were 623 healthy subjects (Group A, 183 men/440 women) without one of the aforementioned metabolic disorders. All participants signed an informed consent form and the study protocol was approved by the ethics committee at the Changhai Hospital.

Measurements {#sec2.2}
------------

NC, WC and other anthropometric indexes, as well as blood pressure, were measured by a designated person according to uniform methods. Subjects were required to fast, empty their bladder, stand erect without shoes, breath normally and look straight ahead with both arms hanging naturally. They were also asked to relax their neck when NC was measured, and to stand with their feet shoulder distance apart when WC and HC were taken. WC and HC were taken to the nearest 1 mm, using a plastic tape measure at midpoint between the lower costal margin and the iliac crest, and at the point yielding the maximum circumference over the gluteus maximus, respectively. NC measurement was performed as previously described [@bib11]. NC was taken to the nearest 1 mm, measuring the girth passing the superior margin of the seventh cervical vertebrae and the inferior margin of the laryngeal prominence, which is at the narrowest neck level. Height and body weight were measured using an electronic scale (Kaiyuan electronic HW-600, Zhengzhou, China) to the nearest 0.1 cm and 0.1 kg respectively.

Total cholesterol (TC) and TG were assayed enzymatically by a Roche MODULAR DPP automatic biochemistry analyzer. High-density lipoprotein cholesterol (HDL-C) and low-density lipoprotein cholesterol (LDL-C) were assayed by immunoturbidimetry and ELISA, respectively, using an autoanalyzer (Advia1650, Bayer Co., Germany). Fasting blood glucose (FBG), alanine aminotransferase (ALT), aspartate aminotransferase (AST), gamma-glutamyltransferase (γ-GT), serum uric acid (SUA), blood urea nitrogen (BUN), and serum creatinine (Scr) were measured by standard bioassay methods using an automatic biochemistry analyzer. Hemoglobin A1c (HbA1c) was measured by high performance liquid chromatography. The levels of fasting insulin (FINS) and C-peptide were determined by radioimmunoassay (Jiuding Biological Engineering Co., Tianjing, China). Free triiodothyronine 3 (FT~3~), free thyroxine (FT~4~) and thyroid stimulating hormone (TSH) were measured by electrochemiluminescence immunoassay. HOMA-IR = \[FINS × FBG/22.5\] was employed. The quantitative insulin-sensitivity check index (QUICKI) = \[1/(log FBG × log FINS)\] was performed as described earlier [@bib12]. Liver ultrasounds were performed by the same doctor using a 3.5-MHz transabdominal probe and the GE LOGIQ E9 Agile color Doppler ultrasound system made in the USA.

Definition of cardio-metabolic risk factors {#sec2.3}
-------------------------------------------

The diagnosis of NAFLD was based on the 2010-revised edition of the Guidelines for the diagnosis and management of non-alcoholic liver diseases by the Chinese National Consensus Workshop on NAFLD [@bib13]. Diagnosis of the condition was made when imaging findings of liver coincided with the diagnostic criteria of diffuse fatty liver change and was unexplainable by other causes including excessive drinking, various types of viral hepatitis, etc. NAFLD could be diagnosed when findings of liver ultrasonography met certain criteria, including diffuse of liver tissue in the near field as compared to echogenicity of kidney and spleen, gradual attenuation of liver echogenicity in the far field and obscure display of intrahepatic vessels. NAFLD patients with elevated level of serum ALT spanning more than half a year were further divided as NAFLD with elevated ALT. Hypertension was diagnosed according to 2010 Chinese guidelines for the management of hypertension [@bib14]. T2DM and impaired glucose regulation were defined according to the WHO consultation in 1998 [@bib15]. Dyslipidemia was diagnosed according to Guidelines for management of adult dyslipidemia in China [@bib16]. Overweight and obesity were defined in accordance with The Guidelines for Prevention and Control of Overweight and Obesity in Chinese adults [@bib17]. Abdominal obesity was diagnosed if WC was no less than 90 cm and 85 cm for men and women, respectively. Participants without history of gout attack whose fasting SUA exceeded 420 umol/L and 357 umol/L for men and women respectively were diagnosed as HUA [@bib18].

Statistical analysis {#sec2.4}
--------------------

All data were input using Excel software and analyzed using SPSS17.0 statistical software (SPSS Inc., Chicago, IL, USA). Means between two groups were compared using Student\'s *t*-test. Data with skewed distribution including FINS, FCP and HOMA-IR were converted to normal distribution after logarithmic transform prior to correlation analysis. Sample rates were compared using *χ*^2^ test. Ranked data were analyzed by nonparametric test. Partial correlation analysis was used and the correlation coefficient was expressed as *r* after adjusting confounding factors. The one-sided 1-α reference value range formula was \<X + u~α~S or \>X − u~α~S. A *P* value \<0.05 was considered statistically significant.

Results {#sec3}
=======

General characteristics and comparisons among metabolic profiles {#sec3.1}
----------------------------------------------------------------

According to the presence of NAFLD and other metabolic disturbances, 2761 participants were divided into 3 groups ([Table 1](#tbl1){ref-type="table"}). The prevalence of NAFLD without elevated ALT (Group B1) in men and women was 29.30% and 19.81%, respectively and the prevalence of NAFLD with elevated ALT (Group B2) was 14.62% and 3.30% in men and women, respectively. The difference between the incidence of both conditions was of statistical significance (Group B1: *χ*^2^ = 32.252, *P* \< 0.001; Group B2: *χ*^2^ = 98.123, *P* \< 0.001). Mean values of NWtR among groups were in ascending order of group B2, B1, C and A (*P* \< 0.05). Mean values of NC, NHtR, WC, body weight, WHR and BMI among groups were in ascending order of group A, C, B1 and B2 in both sex (*P* \< 0.001). The mean value of NWtR was in descending order of group A, C and B (*P* \< 0.001) ([Table 1](#tbl1){ref-type="table"}).Table 1Comparison of clinical features and biochemical criterion between each groupClinical indexesGroup AGroup B1Group B2Group C*P*-valueCase (*n*) (proportion)623 (22.56%)697 (25.24%)270 (9.78%)1171 (42.41%)M:F183:440463:234231:39703:468\<0.001Age (year)[a](#tbl1fna){ref-type="table-fn"}36.70 ± 11.8248.97 ± 12.0942.07 ± 12.0145.29 ± 14.75\<0.001Weight (kg)[a](#tbl1fna){ref-type="table-fn"}56.21 ± 7.3172.73 ± 10.5079.56 ± 11.7165.44 ± 10.16\<0.001M[a](#tbl1fna){ref-type="table-fn"}62.49 ± 7.0676.89 ± 8.9681.20 ± 11.0970.11 ± 8.74\<0.001F[a](#tbl1fna){ref-type="table-fn"}53.59 ± 5.6264.43 ± 8.1769.91 ± 10.6558.40 ± 7.84\<0.001BMI (kg/m^2^)[a](#tbl1fna){ref-type="table-fn"}20.92 ± 1.8426.29 ± 2.8327.70 ± 3.2723.77 ± 2.65\<0.001NC (cm)[a](#tbl1fna){ref-type="table-fn"}32.60 ± 2.3737.21 ± 3.0638.94 ± 2.6235.33 ± 3.03\<0.001M[a](#tbl1fna){ref-type="table-fn"}35.34 ± 1.9038.75 ± 2.1739.46 ± 2.2037.11 ± 2.09\<0.001F[a](#tbl1fna){ref-type="table-fn"}31.46 ± 1.4234.17 ± 2.1535.86 ± 2.7832.65 ± 2.12\<0.001NHtR[a](#tbl1fna){ref-type="table-fn"}0.20 ± 0.010.22 ± 0.020.23 ± 0.010.21 ± 0.02\<0.001M[a](#tbl1fna){ref-type="table-fn"}0.21 ± 0.010.23 ± 0.010.23 ± 0.010.22 ± 0.01\<0.001F[a](#tbl1fna){ref-type="table-fn"}0.19 ± 0.010.22 ± 0.010.23 ± 0.020.21 ± 0.01\<0.001NWtR[b](#tbl1fnb){ref-type="table-fn"}0.59 ± 0.050.52 ± 0.050.50 ± 0.060.54 ± 0.06\<0.001M0.57 ± 0.050.51 ± 0.050.49 ± 0.050.54 ± 0.05\<0.001F0.59 ± 0.050.54 ± 0.050.53 ± 0.050.57 ± 0.06\<0.001WC (cm) M[a](#tbl1fna){ref-type="table-fn"}77.78 ± 6.6393.44 ± 7.5096.34 ± 7.5185.74 ± 7.59\<0.001F[a](#tbl1fna){ref-type="table-fn"}71.40 ± 5.5285.47 ± 7.7490.14 ± 9.4778.38 ± 7.74\<0.001WHR[a](#tbl1fna){ref-type="table-fn"}0.79 ± 0.060.92 ± 0.070.94 ± 0.060.86 ± 0.07\<0.001M[a](#tbl1fna){ref-type="table-fn"}0.83 ± 0.060.93 ± 0.060.95 ± 0.050.88 ± 0.06\<0.001F[a](#tbl1fna){ref-type="table-fn"}0.77 ± 0.050.88 ± 0.060.91 ± 0.060.83 ± 0.06\<0.001ALT (U/L)[a](#tbl1fna){ref-type="table-fn"}15.65 ± 10.7724.22 ± 7.9566.26 ± 30.1621.38 ± 12.19\<0.001HbA1c (%)[b](#tbl1fnb){ref-type="table-fn"}5.23 ± 0.535.58 ± 1.086.18 ± 1.365.44 ± 0.76\<0.001FINS (μIU/ml)[a](#tbl1fna){ref-type="table-fn"}18.68 ± 8.4326.51 ± 13.5933.7 ± 19.1720.92 ± 9.31\<0.001FCP (ng/ml)[a](#tbl1fna){ref-type="table-fn"}2.55 ± 0.933.79 ± 1.434.51 ± 1.623.01 ± 1.25\<0.001HOMA-IR[a](#tbl1fna){ref-type="table-fn"}1.18 ± 1.996.85 ± 5.129.17 ± 7.505.05 ± 3.07\<0.001QUICKI1.15 ± 0.130.98 ± 0.140.91 ± 0.151.08 ± 0.14\<0.001[^2][^3][^4]

Correlation analysis between anthropometric indices and IR in NAFLD subjects {#sec3.2}
----------------------------------------------------------------------------

FINS and HOMA-IR were log10 transformed prior to the following analysis. After adjusting for age, we found that NC, WC, BMI, NHtR, NWtR, WHR and weight were correlated with FINS and HOMA-IR in the NAFLD population, although the strength of correlation differed in terms of sex. Furthermore, we found that WC in men and NC in women had the strongest association with FINS and HOMA-IR, respectively ([Table 2](#tbl2){ref-type="table"}). Two regression models (*Y* = 0.023x + 0.6028 and *Y* = 0.0267x + 0.1296) were generated based on the analysis of associations of NC with FINS and HOMA-IR in women, respectively. Namely, an increment in NC of 1 cm was associated with an increase of 1.87 μIU/ml and 1.43 in FINS and HOMA, respectively.Table 2Correlational analysis between body measurements and FINS, HOMA-IRVariablesLg (FINS)Lg (HOMA-IR)MaleFemaleMaleFemale*r*-value*P*-value*r*-value*P*-value*r*-value*P*-value*r*-value*P*-valueNC (cm)0.250\<0.0010.345\<0.0010.250\<0.0010.339\<0.001WC (cm)0.351\<0.0010.282\<0.0010.325\<0.0010.314\<0.001BMI (kg/m^2^)0.303\<0.0010.318\<0.0010.270\<0.0010.298\<0.001NHtR0.166\<0.0010.322\<0.0010.165\<0.0010.294\<0.001NWtR−0.282\<0.001−0.1210.073−0.243\<0.001−0.1470.029WHR0.262\<0.0010.2070.0020.260\<0.0010.291\<0.001Wt (kg)0.338\<0.0010.266\<0.0010.307\<0.0010.281\<0.001

Comparisons of the impact of anthropometric measures on NAFLD {#sec3.3}
-------------------------------------------------------------

After adjusting for age, gender, hypertension, T2DM, hypercholesterolemia, hypertriglyceridemia, low HDL-C levels, high LDL-C levels, hyperuricemia, overweight, obesity, abdominal obesity and so on, we used standardized NC, WC, BMI, NHtR, NWtR and WHR as independent variables, and NAFLD as dependent variables respectively to perform a Logistic regression analysis. Independent variables finally entering the model were NC, NHtR, NWtR and WHR. After analyzing *P* value, we found that NHtR, NWtR and WHR are the influencing factors of NAFLD. Comparing the odd ratio (OR) presented in [Table 3](#tbl3){ref-type="table"}, NHtR was both the maximum risk factor for the incidence of NAFLD and NAFLD without elevated ALT, while both NHtR and WHR were risk factors for the incidence of NAFLD with elevated ALT. In addition, both NC and NWtR were protective factors for NAFLD, and NWtR was a protective factor for NAFLD with or without elevated ALT.Table 3Risk factors of NAFLD by logistic regression analysisRisk factors*B*Wald*P*-valueOR-value95% CI of ORUpper limitLower limitNAFLDNC−0.3693.7480.0530.6910.4761.005NHtR1.12454.903\<0.0013.0782.2864.144NWtR−0.942101.916\<0.0010.3900.3250.468WHR0.64752.313\<0.0011.9101.6032.276NAFLD without elevated ALTNHtR0.49045.717\<0.0011.6321.4161.882NWtR−0.47944.977\<0.0010.6190.5380.712WHR0.31513.526\<0.0011.3711.1591.621NAFLD with elevated ALTNHtR0.54324.273\<0.0011.7211.3872.136NWtR−0.49916.361\<0.0010.6070.4770.773WHR0.54915.993\<0.0011.7311.3232.265

Correlation analysis between NC and the incidence of NAFLD {#sec3.4}
----------------------------------------------------------

Subjects were divided into 4 groups according to their gender-specific NC quartiles (NC quartiles in men: \<36 cm, 36--38 cm, 38--39 cm, ≥39 cm; NC quartiles in women: \<31 cm, 31--32.5 cm, 32.5--34 cm, ≥34 cm). Those participants were further dichotomized by the presence of abdominal obesity. Chi-square trend analysis showed that the incidence of NAFLD was positively related to NC whether they had abdominal obesity or not (*P* \< 0.001) ([Table 4](#tbl4){ref-type="table"}).Table 4Comparison of NAFLD prevalence in different NC groupsNCNon-abdominal obesityAbdominal obesityCases (*n*)Prevalence (%)Cases (*n*)Prevalence (%)\<P25709.41 (70/744)1851.43 (18/35)P25--P5012219.03 (122/641)11058.20 (110/189)P50--P759629.81 (96/322)13762.56 (137/219)\>755237.41 (52/139)36276.69 (362/472)Total34018.42 (340/1846)62768.52 (627/915)[^5]

Analysis of the incidence of NAFLD in different groups {#sec3.5}
------------------------------------------------------

Normal reference ranges of NC, NHtR and NWtR in healthy controls were \<38.51 cm, \<0.23 and \>0.49 in men and \<33.80 cm, \<0.22 and \>0.51 in women, respectively. Based on the established gender-specific ranges, we divided the NAFLD subjects into two groups, NC normal and abnormal. In both sexes, Chi-square trend analysis showed that the incidence of NAFLD was positively related to NC and NHtR, but inversely related to NWtR whether they had abdominal obesity or not (*P* \< 0.05) [Table 5](#tbl5){ref-type="table"}.Table 5Analytical between NAFLD prevalence and body measurementsBody measurementsNon-abdominal obesityAbdominal obesityCases (*n*)Prevalence (%)Cases (*n*)Prevalence (%)NC (cm)Male\<38.5116620.62 (166/805)14362.72 (143/228)≥38.515545.45 (55/121)\*\*33077.46 (330/426)\*\*Female\<33.80678.69 (67/771)4248.28 (42/87)≥33.805234.90 (52/149)\*\*11264.37 (112/174)\*NHtRMale\<0.2316320.3 (163/803)21563.8 (215/337)≥0.235747.5 (57/120)\*\*25681.3 (256/315)\*\*Female\<0.229010.5 (90/858)7653.5 (76/142)≥0.222849.1 (28/57)\*\*7767.0 (77/115)\*NWtRMale\>0.4918922.9 (189/829)22569.2 (225/325)≤0.493132.0 (31/97)\*24675.2 (246/327)Female\>0.5110011.9 (100/843)8453.8 (84/156)≤0.511825.0 (18/72)\*\*6968.3 (69/101)\*[^6][^7]

Determination of the diagnostic validity of NC and NHtR in NAFLD by receiver operating characteristic (ROC) analysis {#sec3.6}
--------------------------------------------------------------------------------------------------------------------

In males, the area under the curve (AUC) values for NC and NHtR were 0.768 and 0.758, respectively. The best cut-off points for NC and NHtR in men were 37.25 cm and 0.224, respectively (Youden indices = 0.386 and 0.377 for NC and NHtR). For males, the diagnostic value of NC in NAFLD was better than that of NHtR ([Figure 1](#fig1){ref-type="fig"}). As for women, AUC values for NC and NHtR were 0.798 and 0.806, respectively. The best cut-off points for NC and NHtR in women were 32.90 cm and 0.208, respectively (Youden indices = 0.460 and 0.478 for NC and NHtR). For females, the diagnostic value of NHtR in NAFLD was better than that of NC ([Figure 1](#fig1){ref-type="fig"}).Figure 1Receiver Operating Characteristic (ROC) curve of NC and NHtR in distinguishing NAFLD or Non-NAFLD in different sex.

Discussion {#sec4}
==========

NAFLD is a set of metabolic hepatic injuries caused by excess fat deposition in the liver and its related conditions of hepatic cirrhosis and liver cancer. It is closely related to metabolic abnormalities, as well as obesity and T2DM, and has become the primary etiology of the chronic liver disease. Our study demonstrated that NC in NAFLD patients was significantly wider than in patients with other metabolic conditions or healthy controls. We also found that NAFLD patients with elevated ALT had the largest NC among the NAFLD population, which indicates that increased NC is a predictor of inflammatory status in NAFLD sufferers and a risk factor for NAFLD with elevated ALT.

The occurrence and development of NAFLD mainly comprises resistance of insulin and leptin, overproduction of free radicals, excessive accumulation of VAT and inflammation of adipose and liver tissue. Studies in obese adult populations have shown that NC significantly correlated with levels of plasminogen activator inhibitor 1 (PAI-1), suggesting that NC could be a predictor of enhanced inflammatory status and CVD risk in obese adults [@bib19]. McPherson et al. [@bib20] observed 285 patients (110 simple steatosis and 175 non-alcoholic steatohepatitis) which had serum immunoglobulins measured within 6 months of liver biopsy. They found the serum IgA level was frequently elevated in patients with NAFLD and was an independent predictor of advanced fibrosis. As indicated by previous studies, NAFLD is closely related to IR and is intertwined with the pathogenesis of MS and T2DM. Clustering of multiple metabolic disorders is commonly seen in NAFLD patients [@bib21], [@bib22], [@bib23], which was also observed in our study. NAFLD patients had significantly higher levels of TG, TC and LDL-C than those with other metabolic disorders and healthy controls. Furthermore, the levels of TG, TC and LDL-C were positively correlated with the severity of NAFLD in such patients (data unshown). It was indicated in recent studies that NAFLD could occur in individuals with normal weight, blood glucose and lipids. By following up those people, it was revealed that they would suffer a markedly high incidence of dysglycemia, dyslipidemia and coronary artery disease [@bib24]. Recently, Hallsworth et al. [@bib25] reported significant changes in cardiac structure and function are evident in adults with NAFLD in the apparent absence of metabolic changes or overt cardiac disease. Therefore, NAFLD could be a more accurate predictor for the odds of developing DM and atherosclerosis than BMI and WC.

Currently, the predictive value of BMI, WC and WHR in determining the odds of developing DM, hypertension and dyslipidemia and other metabolic disorders has been confirmed [@bib26]. However, there are certain limitations in present simple anthropometric measurements. For example, BMI is unable to reflect the content of abdominal VAT precisely, and therefore it lacks accuracy in diagnosing abdominal obesity [@bib27]. There are ethnic and sex variations in WC and WHR. Indices like WC and body weight are easily affected by external factors such as diet and exercise. Regardless of gender, our study found that NC, NHtR, WC, body weight and BMI in NAFLD patients were all significantly higher than those without it. Furthermore, these indices were positively correlated with the severity of the NAFLD (all *P* \< 0.001). WHR was significantly higher in males with NAFLD than in NAFLD-free subjects (*P* \< 0.001), while NWtR was significantly lower in females with NAFLD than in NAFLD-free subjects (*P* \< 0.001). However, no statistically significant differences of WHR and NWtR were found between patients with or without elevated ALT regardless of sex.

The liver is the main target site of insulin besides skeletal muscle and adipose tissue. The inhibition of insulin during liver glucogenesis is enough to maintain normal levels of fasting plasma glucose. As shown in a hyperinsulinemic-euglycemic clamp procedure in conjunction with stable isotopically labeled glucose infusions, the ability of insulin to inhibit hepatic glucose production is impaired when excessive liver fat deposition or NAFLD occurs [@bib28], [@bib29]. Insulin resistance in the liver could lead to mild elevations of plasma blood glucose thus stimulating insulin release. Our study indicated that FINS in NAFLD patients was significantly higher than that in subjects with other metabolic disorders. Levels of FINS and HOMA-IR positively correlated with the severity of NAFLD. After adjusting for age, correlation analysis showed that among NAFLD patients, WC had the greatest correlation with FINS and QUICKI among men while NC had a similar correlation among women. So, it could be inferred that the ability of NC, WC and other anthropometric indices to reflect abdominal obesity and insulin sensitivity differs between sexes. In women, NC is a better index than WC, WHR and BMI to predict NAFLD and to evaluate insulin levels and its sensitivity in female NAFLD sufferers. We further analyzed the association of NC with Log (FINS) and Log (HOMA-IR) in women, and obtained two regression equations. According to the equations, FINS and HOMA-IR increase by 1.87 μIU/ml and 1.43, respectively with an increment of NC of 1 cm. It is corroborated in other studies that NC has correlations with FBG, FINS and IR-related markers including HOMA-IR [@bib30], [@bib31], but to our knowledge, none of the reports covered numerical relationships between NC and FINS and HOMA-IR.

Adipose tissue is an important component of the human body. It comprises subcutaneous adipose tissue (SAT) and VAT [@bib32], [@bib33]. If the body fat is predominately SAT, the fat is mainly accumulated below the waist. On the contrary, if the adipose tissue is mainly located in the abdominal cavity or upper body, it is mainly VAT, which is also known as visceral obesity. It is documented that great damage will arise if adipose tissue infiltrates or covers visceral organs. Hence, excessive VAT or abdominal obesity causes more impact on liver fat content compared with overall fat depot, and also positively correlates with the chance of developing NAFLD and MS. The present study showed that regardless of gender and abdominal obesity, the odds of having NAFLD positively related with NC and NHtR, but negatively related to NWtR, after we grouped the NAFLD subjects by NC quartiles (all *P* \< 0.05). So, it could be inferred that NC has a predictive value in determining the chances of developing NAFLD. It was revealed by Logistic regression analysis that among the anthropometric indices in question, NC, NHtR, NWtR, and WHR correlated with NAFLD. Furthermore, NHtR had the greatest positive relationship with the odds of developing NAFLD without elevated ALT, while NWtR were protective factors for NAFLD with or without elevated ALT. In our study, the diagnostic validity of NC and NHtR for NAFLD was examined using ROC analysis. It was shown that NC and NHtR could be used as effective predictors for the risk of NAFLD. For the prediction of NAFLD, NHtR had better specificity and sensitivity in women than in men and NC also showed better specificity in women than in men. Our study also inferred that fat deposits in the cervical region among women were an overall better predictor than abdominal obesity.

In present study, objects were from physical examination center, so they were only performed regular test excluded liver biopsy. Although base on history and exits items, NAFLD can be diagnosed [@bib13], it would be better to evaluate the correlation between NC and NAFLD process if liver biopsy or MRI could be performed. Liver biopsy is the gold standard for diagnosis of NAFLD, but it is an invasive examination, in the actual operation and ethical aspects, usually can\'t be used as the early detection and diagnosis of NAFLD and non-alcohoic steatohepatitis on the basic of choice. Recently, Angulo et al. [@bib34] established a simple noninvasive scoring systems which can help identify patients with NAFLD who are at increased risk for liver-related complications or death. Currently we are also investigating the relationship of NC to NAFLD. Among them the important point is to identify liver fat deposit with magnetic resonance spectroscopy, try to estimate a non-invasion test for evaluating NAFLD.

Our study demonstrated that NC measurements could effectively predict the risk of NAFLD, especially among women. It has been proven that early detection and treatment of NAFLD and amelioration of concomitant IR are conducive to the prevention and management of a series of metabolic diseases. Based on the current findings, measurement of WC should be highlighted among men while NC should be used among women in health care practices of prevention and management of NAFLD. Women with an NC ≥ 34 cm should be recommended to have liver ultrasonography every six months to ascertain the presence of liver steatosis. But the results of this study require further validation.
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